1. Introduction {#sec0005}
===============

Peptic Ulcer Disease (PUD) is a common gastro-duodenal disorder, affecting as many as 4% of the population \[[@bib0005],[@bib0010]\]. Due to efficient eradication of *Helicobacter Pylori* (HP) and use of protein pump inhibitors (PPI's), the prevalence of PUD has decreased as did its elective surgical treatment \[[@bib0005], [@bib0010], [@bib0015], [@bib0020]\]. However complications of PUD continue to occur \[[@bib0025]\].

The classical complications of PUD are bleeding, perforation and gastric outlet obstruction (GOO) \[[@bib0030], [@bib0035], [@bib0040], [@bib0045]\]. GOO is the least frequent complication of PUD in developed countries and it is rarely an emergency \[[@bib0015]\], whereas bleeding and perforation are \[[@bib0020]\]. In this context, GOO in the need for surgery is usually a result of chronic inflammation and scarring due to ongoing PUD \[[@bib0010],[@bib0050]\]. The cardinal symptoms are anorexia, nausea, vomiting and epigastric pain \[[@bib0035],[@bib0050],[@bib0055]\]. Weight loss and malnutrition are often present \[[@bib0050]\]. The stomach can become massively dilated and lose its muscular tone rapidly \[[@bib0050]\].

Treatment for GOO may be non- operative, using medical therapy and endoscopic pneumatic dilation, or operative \[[@bib0025],[@bib0045]\]. There are a few surgical procedures possible, including gastrectomy, subtotal gastrectomy with a Billroth II reconstruction, vagotomy combined with antrectomy or vagotomy combined with a drainage procedure \[[@bib0025],[@bib0060]\].

In this article, we present a case of massive gastric dilation due to benign GOO.

This paper was reported in line with the SCARE criteria \[[@bib0065]\].

2. Timeline {#sec0010}
===========

Day 1 -- Emergency Room visit for abdominal pain: CT showed GOO

Day 3 -- Central venous catheter placed. Iatrogenic pneumothorax; drainage with chest tube

Day 4 -- Ulcer perforation. Emergency Laparotomy: Subtotal Gastrectomy with Billroth II reconstruction

Day 27 -- ICU discharge

Day 29 -- Chest Tube removal Day 43 -- Hospital Discharge

3. Case {#sec0015}
=======

A 54 year old male, smoker, with no prior illnesses or surgeries, presented to the emergency room with sudden epigastric abdominal pain. He denied nausea or vomiting but on further inquiry he revealed that he had anorexia and vomited occasionally in the last 7 months, having lost 7 kg in that time span. He looked malnourished and his abdomen was distended and generally tender. A computed tomography (CT) was performed revealing massive gastric dilation due to pyloric stenosis. The patient was initially managed with nasogastric drainage, intravenous (iv) fluids, iv PPI and placement of a right subclavian central line for parenteral feeding. During placement of this central line an iatrogenic pneumothorax occurred and right chest tube was placed.

On day 3 the patient's abdominal pain increased significantly and he showed signs of peritonitis. Another CT was ordered and a pneumoperitoneum was evident. The patient was rushed to the Operating Room and an exploratory laparotomy was performed, revealing chemical peritonitis, a 1 cm perforation on a pre- pyloric ulcer with pyloric scarring and stenosis. A subtotal gastrectomy was performed with a Billroth II reconstruction.

Post-operatively the patient stayed in the Intensive Care Unit (ICU) for 23 days. He had septic shock due to an infected jugular central line that was placed later, and needed antibiotics and aminergic support.

He also needed the chest drainage (which was changed several times) for 26 days until complete resolution of the pneumothorax, However, once extubated, he had no trouble in resuming oral feeding. At day 34 the patient exhibited signs of shock again, and the ordered CT showed a sub-phrenic collection that resolved with an 8 day course of Meropenem and Vancomycin. He was finally discharged 40 days after surgery. The pathology of the surgical specimen confirmed benign gastric ulcer with no dysplasia associated.

A month after discharge he was seen in the outpatient clinic and was well, tolerating diet and had gained weight. The patient was not tested for HP status and has been called for new consultation to determine if he is indeed positive for infection so that eradication can be performed if needed ([Figs. 1 and 2](#fig0005){ref-type="fig"}, [Figs. 1 and 2](#fig0005){ref-type="fig"}).Figs. 1 and 2CT of massive gastric dilation due to pyloric stenosis (2018).Figs. 1 and 2

4. Discussion {#sec0020}
=============

Patients presenting with GOO, should be optimized initially with nasogastricaspiration, fluid resuscitation, PPI's and parenteral nutrition \[[@bib0025]\]. Attention should be made to place a large bore nasogastric tube as the stomach may have large food fragments that clog the tube. In the past PUD was the main cause of GOO, but nowadays malignant obstruction is more frequent, and should be ruled out \[[@bib0035],[@bib0050],[@bib0055],[@bib0070]\].

Usuallynon-operative management is tried first, with medical therapy and endoscopic dilation \[[@bib0025],[@bib0045]\]. Emergent surgery is rarely needed \[[@bib0015]\], but in this patient, despite trying to optimize his condition first, the ulcer perforation precipitated surgical management. The choice of procedure was easy because performing a subtotal gastrectomy, allowed removal of the ulcer, the scarred pylorus and proximal duodenum and of a large part of the stomach that was occupying the peritoneal cavity. The Billroth II anastomosis was easy and quick to perform, which was a good choice in the setting of emergency surgery. Despite the patient's long hospital stay we managed to obtain a favorable final result, solving his GOO and giving him quality of life ([Fig. 3](#fig0010){ref-type="fig"}).Fig. 3CT of Pneumoperitoneum after perforation (2018).Fig. 3

5. Conclusion {#sec0025}
=============

Although GOO is the least frequent complication of PUD and usually non-operative treatment is tried first, it is important to have an understanding of its surgical management, since surgery may be necessary.
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